Disaster Mental Health Services
Helping Survivors

Section Il - Helping Survivors

The task of helping survivors is a difficult one in which, often, any
action seems too little given the magnitude of the disaster and its
consequences. Nonetheless, disaster mental health workers make
significant contributions to the recovery of survivors.

Helping interventions are best understood in the context of when,
where, and with whom interventions take place. For example,
emergency (when) on-site (where) interventions with ambulatory
survivors (whom) will have as their primary objective the pro-
viding of a safe and secure base from which survivors can regain
(within reason) a degree of equilibrium; three weeks following the
disaster, interventions provided in community settings are apt to
be educational and exploratory with the objective of increasing
awareness of the biopsychosocial impact of the event and ways to
maximize adults’ and children’s coping; six months later, inter-
ventions provided in clinical settings may include formal assess-
ment and treatment protocols for persistent symptoms related to
post-traumatic stress. The follow sections, helping survivors,
helping the helpers, and helping organizations provide guidelines
for various types of intervention.

“When” is delineated by three temporal phases:
Emergency phase: the immediate period after disaster strikes;

Early post-impact phase: approximately anytime from the day
after the onset of the disaster until the eighth to twelfth week;

Restoration phase: marked by the implementation of long-
term recovery programs, generally beginning about the eighth
to twelfth week after the onset of the disaster.

“Where” is delineated by site:

On-site: (ground zero) where destruction and devastation has
just occurred;

Off-site: where survivors congregate
“Whom?” is delineated by an individual’s age, role or function:
Child survivors
Adult survivors
Older adult survivors
Helpers
Communities
Organizations
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At the site(s) of impact and in disaster services areas, the first
mental health services are provided on an improvised basis by

EMERGENCY PHASE ON- AND
OFF-SITE INTERVENTIONS

“Off-site” Settings

Shelters and Meal Sites
Red Cross Service Centers
Medical Examiner’s Office

Emergency Operation5 Center
(EOC)

Fire and Folice Departments

Disaster Applications Centers
(DAC)

Hospitals and First Aid
Stations

Coroner’s Office

Schools and Neighborhood
Community Centers

voluntary bystanders who may or may not have professional
training or skills. When mental health professionals are deployed
to a disaster by an agency, they rarely are the first responders.
Thus, even if a mental health professional enters the disaster site
only a few minutes or hours after impact, her or his first responsi-
bility is to identify these “natural helpers,” join with them in pro-
viding crisis care, and rapidly but sensitively relieve them of these
responsibilities. Helping bystander crisis responders to get to a
safe and appropriate place outside the impact area is a delicate
and important first step in caring for disaster survivors. The
closest Emergency Command Center begins coordinating com-
munication and, if necessary, an Incident Command (IC) center is
set up near the periphery of sites to direct emergency operations.

Generally, mental health workers are apt to be located at “off-site”
settings where survivors congregate.
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Protect, Direct, Connect
Triage, Acute Care, Death
notification

Whether on-site or off-site, initial mental health interventions are
primarily pragmatic.

= Protectl: Find ways to protect survivors from further harm
and from further exposure to traumatic stimuli. If possible:

Create a “shelter” or safe haven for them, even if it is sym-
bolic. The less traumatic stimuli people see, hear, smell,
taste, feel, the better off they will be.

Protect survivors from onlookers and the media.

= Direct: Kind and firm direction is needed and appreciated.
Survivors may be stunned, in shock, or experiencing some
degree of dissociation. When possible, direct ambulatory sur-
vivors:

Away from the site of destruction
Away from severely injured survivors
Away from continuing danger

e Connect: The survivors you encounter at the scene have just
lost connection to the world that was familiar to them. A sup-
portive, compassionate, and nonjudgmental verbal or non-
verbal exchange between you and survivors may help to give
the experience of connection to the shared societal values of
altruism and goodness. However brief the exchange, or how-
ever temporary its effects, in sum such “relationships” are
important elements of the recovery or adjustment process.
Help survivors connect:

To loved ones
To accurate information and appropriate resources
To where they will be able to receive additional support

! The construct “Protect, Direct, Connect” was developed by Diane Myers,
unpublished manuscript.
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Triage: The majority of survivors experience normal stress
reactions. However, some may require immediate crisis inter-
vention to help manage intense feelings of panic or grief.
Signs of panic are trembling, agitation, rambling speech,
erratic behavior. Signs of intense grief may be loud wailing,
rage, or catatonia. In such cases, attempt to quickly establish
therapeutic rapport, ensure the survivor’s safety, acknowl-
edge and validate the survivor’s experience, and offer
empathy. Medication may be appropriate and necessary, if
available.

Acute Care: Those survivors who require immediate crisis
intervention to help manage intense feelings of panic or grief
can be helped by your presence. When possible, stay with the
survivor in acute distress or find someone else to remain with
him/her until the feelings subside. If possible, consult a
physician or nurse regarding utility of medication. Ensure
the survivor’s safety, and acknowledge and validate the sur-
vivor'’s experience.

Death Notification: Mental health personnel may be asked
to serve on coroners’ or medical examiners’ death notification
teams (Sitterle, 1995). Mothers Against Drunk Driving
(MADD) developed a curriculum on compassionate death
notification for professional counselors and victim advocates
(Lord, 1996), which is summarized and printed with the per-
mission of MADD.
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Death Notification Procedure

10.

11.

12.

13.

The coroner or medical examiner is absolutely responsible for
determining the identity of the deceased.

Notify in person. Don’t call. Do not take any possessions of
the victim to the notification. If there is absolutely no alterna-
tive to a phone call, arrange for a professional, neighbor, or a
friend to be with the next of kin when the call comes.

Take someone with you (for example, an official who was at
the scene, clergy, and someone who is experienced in dealing
with shock and/or trained in CPR/medical emergency). Next
of kin have been known to suffer heart attacks when notified.
If a large group is to be notified, have a large team of notifiers.

Talk about your reactions to the death with your team
member(s) before the notification to enable you to better
focus on the family when you arrive.

Present credentials and ask to come in.

Sit down, ask them to sit down, and be sure you have the
nearest next of kin (do not notify siblings before notifying
parents or spouse). Never notify a child. Never use a child as
a translator.

Use the victim’s name... “Are you the parents of ?”
Inform simply and directly with warmth and compassion.

Do not use expressions like “expired,” “passed away,” or
“we’ve lost ”

Sample script: “I’'m afraid | have some very bad news for
you.” Pause a moment to allow them to “prepare.” “Name
has been involved in and (s)he has died.” Pause
again. ““lI am so sorry.” Adding your condolence is very
important because it expresses feelings rather than facts, and
invites them to express their own.

Continue to use the words “dead” or “died” through on-
going conversation. Continue to use the victim’s name, not
“body” or “the deceased.”

Do not blame the victim in any way for what happened, even
though he/she may have been fully or partially at fault.

Do not discount feelings, theirs or yours. Intense reactions
are normal. Expect fight, flight, freezing, or other forms of
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14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

regression. If someone goes into shock have them lie down,
elevate their feet, keep them warm, monitor breathing and
pulse, and call for medical assistance.

Join the survivors in their grief without being overwhelmed
by it. Do not use cliches. Helpful remarks are simple, direct,
validate, normalize, assure, empower, express concern.
Examples: “l am so sorry.” “It’s harder than people think.”
“Most people who have gone through this react similarly to
what you are experiencing.” “If | were in your situation, I'd
feel very too.”

Answer all questions honestly (requires knowing the facts
before you go). Do not give more detail than is asked for, but
be honest in your answers.

Offer to make calls, arrange for child care, call clergy, rela-
tives, employer. Provide them with a list of the calls you
make as they will have difficulty remembering what you
have told them.

When a child is killed and one parent is at home, notify that
parent, then offer to take them to notify the other parent.

Do not speak to the media without the family’s permission.

If identification of the body is necessary, transport next of kin
to and from morgue and help prepare them by giving a phys-
ical description of the morgue, and telling them that “Name”
will look pale because blood settles to point of lowest gravity.

Do not leave survivors alone. Arrange for someone to come
and wait until they arrive before leaving.

When leaving let him/her or them know you will check back
the next day to see how they are doing and if there is any-
thing else you can do for them.

Call and visit again the next day. If the family does not want
you to come, spend sometime on the phone and re-express
willingness to answer all questions. They will probably have
more questions than when they were first notified.

Ask the family if they are ready to receive “Name’s” clothing,
jewelry, etc. Honor their wishes. Possessions should be pre-
sented neatly in a box and not in a trash bag. Clothing should
be dried thoroughly to eliminate bad odor. When the family
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24.

25.

26.

27.

receives the items, explain what the box contains and the con-
dition of the items so they will know what to expect when
they decide to open it.

If there is anything positive to say about the last moments,
share them now. Give assurances such as “most people who
are severely injured do not remember the direct assault and
do not feel pain for some time.” Do not say, “s(he) did not
know what hit them” unless you are absolutely sure.

Let the survivor(s) know you care. The most beloved profes-
sionals and other first responders are those who are willing to
share the pain of the loss. Attend the funeral if possible. This
will mean a great deal to the family and reinforces a positive
image of your profession.

Know exactly how to access immediate medical or mental
health care should family members experience a crisis reac-
tion that is beyond your response capability.

Debrief your own personal reactions with caring and qualified
disaster mental health personnel on a frequent and regular
basis - don’t try to carry the emotional pain all by yourself,
and don’t let your emotions and the stress you naturally expe-
rience in empathizing with the bereaved build into a problem
for you.
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SUMMARY OF BAsIC It is helpful to remember and be guided by several “basic princi-
PRINCIPLES OF ples” or objectives of emergency care.
EMERGENCY CARE

1. Provide for basic survival needs and comfort (e.g., liquids,
food, shelter, clothing, heat/cooling).

2. Help survivors achieve restful and restorative sleep.

3. Preserve an interpersonal safety zone protecting basic per-
sonal space (e.g., privacy, quiet, personal effects).

4. Provide nonintrusive ordinary social contact (e.g., a
“sounding board,” judicious uses of humor, small talk about
current events, silent companionship).

5. Address immediate physical health problems or exacerba-
tions of prior illnesses.

6. Assist in locating and verifying the personal safety of sepa-
rated loved ones/friends.

7. Reconnect survivors with loved ones, friends, trusted other
persons (e.g., AA sponsors, work mentors).

8. Help survivors take practical steps to resume ordinary day-
to-day life (e.g., daily routines or rituals).

9. Help survivors take practical steps to resolve pressing
immediate problems caused by the disaster (e.g., loss of a
functional vehicle, inability to get relief vouchers).

10. Facilitate resumption of normal family, community, school,
and work roles.

11. Provide opportunities for grieving for losses.

12. Help survivors reduce problematic tension, anxiety or
despondency to manageable levels.

13. Support survivors’ indigenous helpers through consultation
and training about common stress reactions and stress man-
agement techniques.
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EARLY POST-IMPACT PHASE

The early post-impact phase can be described as the period when
"first on-the scene" responders are replaced by officially desig-
nated responders and informal and formal crisis interventions
transition to disaster response plans. The onset of this phase gen-
erally occurs 24-48 hours after the Presidential declaration of dis-
aster and may last until the federally-funded crisis counseling
programs are in place (an average of 14 weeks after the declara-
tion).

Within days after the Presidential declaration of disaster, the
Federal Emergency Management Agency (FEMA) establishes a
Disaster Field Office (DFO). FEMA is responsible for coordinating
emergency activities provided by federal, state, and county gov-
ernments. The overall coordination of disaster mental health ser-
vices takes place in the DFO with representatives from Public
Health Service, Center for Mental Health Services, American Red
Cross, and the state’s department of mental health. Generally, the
state’s department of mental health and American Red Cross offi-
cials work with community mental health authorities to further
coordinate services.

Within days after the onset of the disaster, the focus of disaster
mental health shifts from crisis assistance to facilitating psycho-
logical and interpersonal stabilization among survivors and dis-
aster workers. During the transition from impromptu mental
health care to coordinated care, volunteer bystanders and first
responders who are mental health professionals may be reluctant
to relinquish their response role to authorized disaster mental
health officials. Their reluctance may be understood in context,
that is, these volunteers will have, to varying degrees, sustained
an emotional shock that may make it difficult to maintain their
standard professional mental health roles and boundaries.
Conflict may occur, requiring understanding, tact, and firmness
by those who must assume responsibility.

During the early post-impact phase, private sector and profes-
sional organizations may send volunteers to provide mental
health assistance. In some cases, this can hamper mental health
care coordination among administrators and create confusion
among those receiving services. Over the last several years,
American Red Cross (ARC) has undertaken to develop
“Statements of Understanding” with professional organizations
(e.g., American Psychiatric Association, American Psychological
Association, National Association of Social Workers, National
Association of Marriage and Family Counselors) with the aim of
enhancing recruitment and deployment of mental health volun-
teers through official channels (i.e., federal, state, and ARC coordi-
nators).
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General Interventions

Years after disaster, 25-35% of
survivors have chronic or delayed
onset FTSD/ PTFI, often in the
form of recurrent intrusive
re-experiencing. Given these
rates of chronic trauma-related
impairment, disaster mental
health workers must take steps
to assist indigenous healthcare,
social service, and advocacy
personnel in ongoing identification
of survivors at high-risk for
sustained mental health
problems.

Baum & Fleming (1993);

Baum, Cohen & Hall (1993);

Green et al. (1990a, 1992);

Joseph et al. (1995); Lima
etal. (1993).

Guidelines For Working In
Settings Where Many
Survivors Are Congregated:
The One-To-One Intervention

Establish “Relationship”
With Setting
Manager/Administrator/
Workers

During the early-post impact phase, the pragmatic “Protect,
Direct, Connect, Triage” activities are supplemented to include
general psychoeducational interventions:

= Provide user-friendly educational materials and presenta-
tions (e.g., choose material with plain language, preferably
not above the 5th grade reading level).

< Provide defusings, debriefings and stress-management edu-
cation.

= Help survivors cope with “normal’ stress reactions by pro-
viding unobtrusive practical and emotional support.
Emotional support in crises reduces helplessness and
enhances recovery.

e Continue to identify individuals and families at-risk for
longer-term psychological problems.

Though settings vary, disaster mental health workers often find
themselves “working” a room full of survivors numbering in the
hundreds. In a brief period of time, clinicians must establish a
“relationship” with setting manager’s, set priorities, assess the
environment, survivors and workers, conduct interventions, and
obtain “closure.”

e |Introduction

Introduce yourself and briefly explain the purpose of your
visit/assignment and how long you will be at the particular site.
In many cases, experienced site managers will be expecting
mental health support. Sometimes, however, the person in charge
will be too busy to speak with you. If your DMH supervisor has
previously made contact with the setting supervisor, or you
and/or your team are one of a succession of mental health teams
assigned to the site, simply checking in with other key staff at the
site can be sufficient.
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Observe Setting

Arrange And Make Contact
With Survivors

= Inquiry of Needs

Ask the manager if he or she has particular concerns about the set-
ting (e.g., noise, crowding, need of special designated areas) or
concerns about a specific family, individual, or worker. If timing is
appropriate, ask the manager how he or she is “holding up.”

= Expectations of Mental Health Services

Inquire about the manager’s understanding of your role. If neces-
sary, “correct” unrealistic expectations. For example, an inexperi-
enced manager may believe you are there to evaluate fitness for
duty, or that you represent the “mental health police.” It may be
helpful to underscore that your mission is to provide support for
victims and staff and that you are not there to do job performance
evaluations. It may be useful to inquire if there have been pre-
vious site visits by other mental health staff and whether it was
helpful to have a mental health team at the site.

Evaluate environment, e.g., noise level, crowding, seating
arrangements, availability of water, presence of designated
children’s area, quiet area, use of bulletin boards, availability of
printed information, exposure to traumatic stimuli via television
programming. Make appropriate recommendations. It is not
uncommon for the new DMH clinician to quickly become
engaged with the first “problem” encountered. Most likely, adren-
aline levels are high and it is compelling to respond to the imme-
diacy of any one person’s problem. However, by first taking an
observer’s position, priorities can be set and the importance of
environmental variables and the scope of the mental health
services required can be appreciated.

The most natural form of contact with survivors in a large setting
occurs when disaster mental health clinicians volunteer to be in
positions that involve some form of practical help, e.g., serving
food, bringing drinks to people in line, or passing out blankets. If
possible, make arrangements to attend a staff meeting to inform
site workers about how you might be able to assist them with a
survivor or family who could benefit from stress management
services. Time spent mingling in a staff break area can include
inquiries about survivors who may require mental health services.
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Defusing: A 6-Step Guide?

1. Make contact

2. Make assessment

3. Gather facts

“Defusing” is a term that has been used to describe the process of
helping through the use of brief conversation. Because post-
disaster settings where survivors congregate are often chaotic, the
majority of defusings are short. A defusing may take place in
passing, in a line for services, while eating, etc. Broadly speaking,
defusings are designed to give survivors an opportunity to receive
support, reassurance, and information. In addition, defusing
provides the clinician with an opportunity to assess and refer indi-
viduals who may benefit from more in depth social or mental
health service. More specifically, defusing may help the survivor
shift from survival mode to focusing on practical steps to achieve
restabilization. It may also help survivors to better understand the
many thoughts and feelings associated with their experience.
Defusings can take place continuously as the clinician “works” the
room. As previously mentioned, finding unobtrusive ways to be
in the vicinity of survivors will facilitate the defusing process. We
recommend using the following 6-step guide:

Begin defusing with informal socializing, e.g., “Can | get you a juice
or soft drink?”” * Have you been waiting long?” Avoid statements that
might appear to be condescending or trivializing, e.g., “How are
you feeling?” “Everyone here is lucky to be alive.” Do not begin by
asking for a detailed account of the survivor’s disaster experience.

Assess the individual’s ability and willingness to shift from a cur-
rent focus and purpose (seeking or receiving relief assistance) to
“social” conversation. If the person appears preoccupied with
practical concerns and is unable to make a shift, ask open-ended
guestions related to their concerns, e.g., “How can we help you while
you’re waiting for information” or provide offers of help that are
within your power to fulfill, e.g., “I don’t know if your neighborhood
remains cordoned off, but I’d be glad to see if anyone has an update.”
Follow the “flow” of the individual’s thoughts. During the course
of the conversation, evaluate how the person responds to an
inquiry about where they were, or who they were with when the
disaster struck.

The gathering of facts is important because it is an efficient means
to quickly determine who may be at risk due to exposure to life
threat, grotesque experiences, or other traumatic stimuli.

2 Developed by Bruce H. Young and Julian D. Ford. Based on the
4-Step Guide, developed by Diane Myers and Len Zunin (Unpublished
manuscript).
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4. Inquire about thoughts

5. Inquire about feelings

Describing facts is also easier for survivors than relating associ-
ated thoughts or feelings.

Helpful Questions:

“Where were you when it happened?”

= “What did you do first, then what did you do?”

= “What do you remember seeing, smelling, and hearing?”
e “Where is your family?”

= “Where were other people?”

= “Is there anything anyone said to you that stands out in your
memory?”

= How has this experience affected your marriage, your work,
your sleep, your appetite, etc.?”

Use the description of facts that the survivor has provided to
generate questions about associated thoughts.

Helpful Questions:

“When hearing about the approaching disaster, what did you
first think?”

= “What were your first thoughts when the disaster struck?”

e “What ran through your mind when you first awoke to the
loud noise of the ?”

e “What ran through your mind during the course of the
evacuation?”

e “What are your thoughts now that the immediate threat
is over?”

e “What thoughts will you carry with you?”

= “Is there any particular thing you keep thinking about over
and over again?”’

Use the description of thoughts that survivors have provided to
ask questions about their emotional experiences. Remember,
defusing is a brief intervention and it precludes in depth explo-
ration and ongoing support. Consequently you must use care in
regard to any questions about feelings. It is important to avoid
heightening a survivor’s sense of vulnerability to the degree that
it causes overwhelming anxiety. Obviously, under such time con-
straints, assessing capacity to manage anxiety is difficult, so it is
best to proceed conservatively, i.e., continually monitor the sur-
vivor’s reactions during the course of talking about their feelings
and reassess the need to refocus the survivor’s attention on the
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6. Support, reassure,
provide information

present and action-oriented steps to solve problems (caveats are
addressed below). If the survivor is able to tolerate talking about
feelings, look for opportunities to validate common emotional
reactions and concerns. “De-pathologize” survivors’ reactions,
that is, inform them about normal reactions to the “abnormal”
event to provide reassurance. Helping survivors to understand
the common course of traumatic reactions, while giving them an
opportunity to discuss trauma-related thoughts and feelings will
not bring closure to their experience. However, it may serve to
give the survivor a greater sense of control and prevent the
adverse effects of emotional numbing or dissociation.

Helpful Questions:

e “What was the most difficult or hardest thing about the event
for you?”

< “How have you been feeling since
happened?”

< “How are you feeling now?”

Though listed as the last of the six steps, offering support, reassur-
ance, and providing information should actually take place
throughout the defusing. Providing support via reflective lis-
tening, giving information, and offering practical help may help
the survivor cope with the psychological isolation that often
accompanies a traumatic experience. Reassurance about normal
reactions to the event may mitigate self-criticism and worry.
Information about common stress reactions in adults, children,
elders, and stress management strategies, may also mitigate
anxiety and worry, and help survivors copy with feelings of
helplessness or loss of control.

As you move toward closure of the defusing, it is important to
assess the survivor’s support system to enable you to determine if
a referral to support services is necessary. It is also important to
underscore the value that social support can have in the recovery
process. Helping survivors recall previously successful coping
strategies may also be useful. It is helpful to have a one page
handout listing post-disaster community resources including
mental health and social services.

Helpful Questions:

= “What has helped you to cope with this experience?”
< Who, if anyone, do you talk to?”

= What seems to help you get through the particularly difficult
periods?”
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Caveats

< ”What has helped before when you have experienced tremen-
dous stress?”

In the course of most defusings, survivors are able to disclose and
reflect upon recollections, thoughts, and feelings with some dis-
tress, but with a gradual increasing sense of understanding and
relief. However, for a small number of individuals, the recollection
or disclosure of disaster experiences may precipitate intense emo-
tional distress, cognitive confusion, and/or behavioral disinhibi-
tion (e.g., angry outbursts, suicidal ideation, panic attacks). These
adverse reactions are not necessarily “caused by” defusing; their
occurrence may be imminent even if they are, in part, reactions to
the defusing experience. Defusing thus offers a potentially impor-
tant opportunity to screen for at-risk individuals who might
otherwise have undetected adverse stress reactions or deterio-
rating pre-existing mental health problems. Several steps should
be taken to clinically manage these rare but serious incidents, and
to ensure the safety and well being of every participant:

e If possible, obtain a pre-defusing assessment with key
spokespersons or leaders who are well-informed about
participants’ past and current mental state and possible vul-
nerabilities. Such assessment typically is done informally but
with a clear statement that information provided or obtained
will be held in strict confidence (barring any legally-
mandated duty-to-warn), and will be used to determine the
best approach to including participants who are at risk for
adverse reactions in the defusing or for providing them with
alternative services. The assessment should include inquiries
about:

(a) extreme peritraumatic stress or dissociative reactions;

(b) pre-existing psychopathology (e.g., mood or anxiety
disorders; thought disorders; bipolar illness; substance
abuse disorders);

(c) prior traumatization (e.g., community or domestic
violence, disasters).

= Pay close attention to potential risk factors when talking with
an individual. When you identify an individual who is having
more than temporary moderate difficulty in coping (e.g., per-
sistent severe fear or sleep problems; dangerously impulsive
risk taking behavior; difficulty controlling temper without
yelling or becoming physically aggressive), find a private
place to talk. Utilize basic crisis intervention principles to help
the person resume basic safety, daily living, and stress coping
activities.
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Determine if emergency medical/psychiatric care is
necessary, and if so, get assistance and arrange trans-
portation to secure urgent care site.

Identify one or two practical problems that are most
troubling to the individual and that would provide signif-
icant relief if even partially resolved. Brainstorm
solutions, develop a realistic action plan, and help the
individual take and evaluate the first few steps in the
action plan.

Identify sources of social support and assist the person in
making positive contacts with those individuals or
groups.

Assist the individual in making contact with indigenous
providers or ongoing mental health and social services.
Make a phone call or accompany the individual to meet
appropriate providers if there is uncertainty about the
person’s ability to follow through with the referral (e.g.,
due to cognitive deficits or emotional liability).

Termination at site Inform site manager or other key site personnel that you will be
leaving. When appropriate, summarize activities and discuss
recommendations you may have.
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Debriefing

When time and circumstances permit, mental health responders
can offer more systematic, structured attempts to help survivors
make sense of their experiences, and possibly, prevent develop-
ment of longer-term problems. The chief structured preventive
intervention in current practice is “debriefing.”

Originally developed by Jeffrey Mitchell (1983) to mitigate the
stress among emergency first responders, critical incident stress
debriefing (CISD) is now a widely-used protocol with survivors
and providers of disaster-related services (e.g., teachers, clergy,
administrative personnel) in a wide range of settings (e.g.,
schools, churches, community centers). Mitchell’s expanded crit-
ical incident stress management model was developed to address
the need for more extensive interventions than can be provided in
debriefing alone. Related models are being developed by other
disaster and emergency mental health teams (e.g., Armstrong,
O’Callahan & Marmar, 1991; and the model described herein).

Debriefing has become a generic term applied to a structured
process that helps survivors understand and manage intense emo-
tions, identify effective coping strategies, and receive support
from peers. Regardless of the brand name and specific technical
steps recommended, the key guideline is to use debriefing as a
component in an integrated approach to providing survivors and
workers with appropriate education, peer support, and opportu-
nities to consciously translate affectively-laden memories into a
coherent and self-enhancing narrative understanding of these dis-
aster experiences.

Debriefing is unlikely to be effective as the sole intervention for
complex, ongoing, or persistent problems that are the result of
pre-existing stress. The lifetime and current prevalence rates of
PTSD (9%) and adult psychiatric disorder (48%) suggest that
many disaster survivors need to address trauma reactivation or
pre-existing mental disorders (Hiley-Young & Gerrity, 1994).
Given that this may be the case for any of the group members in a
debriefing, mental health providers conducting debriefings must
be prepared to do informal clinical assessment while monitoring
and facilitating the flow of the group discussion. This is one of
several reasons why debriefings typically are done with two co-
leaders, either two mental health professionals or one professional
and a “peer” (i.e., a rescue worker or survivor who is experienced
in assisting in debriefings).

Two types of protocols are commonly used: an initial debriefing
protocol and a follow-up debriefing protocol. The rationale for
debriefing is that early intervention often is not alone sufficient to
enable survivors or workers to verbalize and reflect upon their
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Empirical Evidence for the
Efficacy of Debriefing

intense experiences. A follow-up debriefing enables them to more
fully incorporate a coherent personal understanding of these
experiences, with the additional benefit of catharsis, an educa-
tional structure, and group support (Everly & Mitchell, 1992).
However, there is no fixed number of debriefings that is a priori
optimal for a given person or group. Each debriefing is an oppor-
tunity for the group, with guidance from the leaders, to assess
how they’re doing in making sense of the events and dealing with
the emotions and stressors they’ve been encountering.

However, debriefing is neither psychotherapy nor counseling. At
most, debriefers may meet 2-4 times with a group or an indi-
vidual, with the goal of assisting those who need additional sup-
port or therapeutic guidance through referral for ongoing care
with a local mental health professional or program.

Case reports and anecdotal evidence suggest that the process of
debriefing may lead to symptom improvement (Dyregrov, 1997).
Positive outcomes with psychometrically sound measure have
been reported in randomised trails with hospitalized individuals
(Bordow & Porritt, 1979) or their family members (Bunn & Clarke,
1979), and with survivors of a natural disaster (Hurricane Iniki;
Chemtob et al., 1997); as did a quasi-controlled study with mili-
tary personnel after Persian Gulf deployment (Ford et al., 1997).
Equivocal results, with no clear benefit accruing from debriefing,
were reported in studies with survivors of disaster (Kenardy et al.,
1996), accident (Stevens & Adshead, 1996), violent crime (Rose et
al., 1998), and miscarriage (Lee et al., 1996). Two studies, with acci-
dent survivors (Hobbs et al., 1996) and burn survivors (Bisson et
al., 1997) report worse outcomes following debriefing than among
non-debriefed controls. The most important conclusion to be
drawn from these preliminary studies is that debriefing is not nec-
essarily helpful, and that the specific way in which debriefing is
delivered - the timing relative to the “critical incident,” one-to-
one versus family versus group formats, the number and duration
of sessions, the education provided, the *“alliance” between
debriefer and debriefing participants, and the interaction among
debriefing participants, among many factors — may be crucial to
its success (Young, 1998). For example, Ford et al. (1997) found
that a single large-group educational “debriefing” (similar in con-
tent to that offered by many single-session protocols) was ineffec-
tive but a series of 90-minute individual or family sessions (1 to 5)
resulted in consistent reductions in stress symptoms and psycho-
logical problems. Debriefing is not necessarily a one-time-only
intervention, and may be problematic for some individuals if it
“opens up” emotional distress and thoughts of traumatic memo-
ries without providing sufficient assistance in reducing anxiety
and acquiring a sense of personal mastery or closure.
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Initial Debriefing
Protocol (IDP)3

Preparation

Introduction

The protocol for an initial debriefing (IDP) usually consists of
eight steps:

1. Preparation 5. Reaction phase
2. Introduction 6. Symptom phase
3. Fact phase 7. Teaching phase
4. Thought phase 8. Re-entry phase

= If an agency has requested debriefing services, define
process, ground rules, and objectives.

= Try to limit each debriefing group to 8-10 participants. The
greater the number of participants attending, the less time
each will have to actively participate. Depending on the set-
ting, there may be people who wish to attend, but are
unwilling to speak. Encourage active participation, how-
ever, suggest that participants who are too uncomfortable to
talk may benefit from hearing about others’ experience and
from hearing information about stress reactions and stress
management strategies.

= Arrange to work with a co-debriefer and discuss respective
roles.

= Arrange for a private quiet room for 2 to 4 hours.

« Those in attendance should not be on call. Have educa-
tional/referral handouts ready.

e Schedule time for post-debriefing discussion with co-
debriefer.

Depending on the number of participants and the time allotted,
debriefers will necessarily have to evaluate how much time to
spend on each phase and whether or not each participant will
have equal time to speak.

= Introduce helpers/explain debriefing. Debriefers begin
with self-introductions (including brief description of dis-
aster mental health experience) and explanation of the pur-
pose of debriefing (clarifying that debriefing is not a critique
of how participants have responded to the disaster).
Explain that debriefing is an opportunity to talk about per-
sonal impressions of the recent experience, and learn about
stress reactions and stress management strategies. Make
clear that it is not psychotherapy.

31DP developed by Bruce H. Young
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= Review confidentiality. Personal disclosures are to be held
in strict confidence by the group. Educational information
may be shared outside the group. Inform attendees about
mental health professionals’ limits to confidentiality and the
duty to report.

e Explain group rules. Inform attendees that no one is
required to talk, but participation is encouraged. Agree on
length of time. Inform attendees that everyone must stay
until the end and that there will be no breaks. Advise that
notes are not to be taken. Ask if anyone cannot meet these
requirements and reconcile accordingly.

= Facilitate participant introductions. Depending upon the
number of attendees, introductions may include name,
hometown or vicinity, and whether or not there has been
previous experience with disaster and/or debriefing.

Sample script

I'm and I’'m a stress management specialist here to meet
with you along with my colleague S0 we can take
(specify approximate time available, usually 1-3 hours) to step back and
reflect carefully on the experience you’ve all been through. For each of you
the experience was unique, and taking a look at what you saw, heard, felt
and thought about it is vital to your efforts to adjust to what has happened.
Life may never be quite the same, and nothing we talk about should sug-
gest that everything can just go back to what was “normal” in the past.
However, what each one of us needs to do is to take the many pieces of the
puzzle — what happened? what does it mean for me personally? what’s
normal to be feeling and thinking now? and, how do I go on with my life in
a positive way? — and make sense of what this is about and what you need
to do.

We will assist you with talking about your personal observations and
thoughts, and in deciding what you need to do right now to continue
putting the pieces back together the best way for you. If we can deal with
some of the difficult parts of this experience — where you felt helpless, or
trapped, or outraged, or terrified, or alone — then much of the rest will take
care of itself. But this isn’t therapy. We’re not here to open you up to over-
whelming anxiety or fear, or to criticize your reactions. Instead, we’re here
to talk about what’s most affected you, and to see if together we can put
together some of the pieces in this difficult puzzle.

It’s important that everyone stays for the whole meeting, so you won’t miss
out on what others say and so we won’t have to worry about anyone
“missing in action.” However, no one has to say anything unless they
choose to, and silent attentive listening is valuable in itself. We’ll hold to
the rule of confidentially — what’s said in here stays in here. It’s important
that we agree that any personal accounts shared in the group are not dis-
cussed elsewhere. There are two exceptions to this: In the course of the
group, you may discover new ideas for coping with your job or workplace,
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Fact phase

Helpful questions:

“Where were you when it happened?”

“What did you do first?” “Then what
did you do?”

“What do you remember seeing,
smelling, and hearing?”

“Where was your family?”

“Where were other people?”

“ls there anything anyone said to you
that stands out in your memory?”

Thought phase

Helpful questions:

“When hearing about the
approaching disaster, what did
you first think?”

“What were your first thoughts when
the struck?”

“What ran through your mind when
you first awoke to the loud noise
of the 2’

“What ran through your mind during
the evacuation?”

“What are your thoughts now that
the immediate threat is over?”

“What thoughts will you carry with
you?”

for example, a stress management technique. We encourage you to share
this type of information with colleagues, friends, family. The other excep-
tion is if something comes up that indicates that someone is in danger of
harming themselves or others, especially if the danger is to a child or elder,
we will need to talk with that person privately. If there is a likely danger
we’ll need to report this properly so that safety is preserved.

In the time we have together today, we will use a structured process,
referred to as debriefing, to review common stress reactions to a disaster,
how such reactions can affect your relationships, works, sleep, appetite,
energy, etc., and how you might anticipate and manage this stress over the
next few days, week, and months.

Depending on the number of attendees, the fact phase of the
debriefing involves asking participants to describe from their own
perspective what happened, where they were, what they did, and
what they experienced via their senses (sights, smells, sounds).
With more than 12 people in attendance, it may be necessary to
limit the number of people sharing their descriptions. Generally,
survivors will have already told their story many times, distilling
the facts (e.g., Earthquake survivors: “We ran out of the house and
drove to my sister’s house”). Ask them to fill in the account (e.qg.,
“When you went to get the car keys, did you find them readily?”
“When you opened the front door, did it open easily?”). Listen for
what might not have been told before, for it may be in those
moments, when their fear, helplessness, guilt, etc.,was particularly
intense and requires validation.

In this phase, participants are asked to describe cognitive reac-
tions or thoughts about their experience. In many instances, there
are several events that have made a memorable impact. Target the
most prominent thoughts or thoughts that have been ignored
since the event. If there are more than 12 in attendance the
debriefer may ask each participant to recall thoughts about the
“the one thing you constantly think about.”

During the course of descriptions, debriefers may interject to ask
if other participants have had similar thoughts. The intent is to
normalize common cognitive reactions.
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Reaction phase

Helpful questions:

“What was the most difficult or
hardest thing about this
(event) for you?”

“How did you feel when that
happened?”

“What other strong feelings did
you experience?”

“How have you been feeling since
happened?”

“How are you feeling now?”

“How has this experience
affected your marriage, your
work, your sleep, your interest
in sex, your appetite, etc.?”

Symptom (stress reaction) phase

In this phase, participants are encouraged to discuss the emotions
they experienced during and after the disaster. This is the most
challenging phase for facilitators. On one hand, the articulation of
painful or frightening feelings and emotional catharsis is consid-
ered therapeutic for some survivors. On the other hand, the par-
ticipants in the debriefing have not been previously assessed by
the facilitators. The effect of not knowing participants’ coping
strengths, psychiatric history, quality of social support, and the
disadvantage of having limited time and possibly no follow-up
opportunity results in having to quickly and carefully consider
how much emotional exploration is appropriate during the
debriefing. It is recommended to err on the side of being conserv-
ative (i.e., not exploring emotional material that generates over-
whelming feelings of vulnerability, helplessness, and anxiety).

During the course of emotion descriptions, debriefers may inter-
ject to ask other participants if they have had similar feelings. As
in the thought phase, the intent is to normalize common reactions.

Participants may be given an opportunity to discuss whether
there have been any positive outcomes as a result of the event.
Unlike the preceding questions, this is not an early disaster phase
inquiry and in some cases is inappropriate. Stabilization and the
regaining of a fair amount of equilibrium needs to have occurred
in the survivor’s life before possible positive effects can be appre-
ciated. Depending on the severity of the trauma, and whether
some degree of equilibrium has been restored, survivors may
report a new appreciation for life, the disaster having provided an
opportunity to re-evaluate and reset priorities.

In this phase, stress reactions are reviewed in a temporal context
(i.e., what survivors experienced while the disaster was taking
place, what stress reactions have lingered, and what they are expe-
riencing in the present). Help participants recognize the various
forms of stress reactions, taking care to avoid using pathological
terminology.

Common stress reactions of primary victims:

< Emotional: Shock, anger, disbelief, terror, guilt, grief, irri-
tability, helplessness, loss of pleasure in
activities, regression to earlier developmental
phase.

= Cognitive: Impaired concentration, confusion, distortion,

self-blame, intrusive thoughts, decreased
self-esteem/efficacy.
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Teaching phase

Helpful questions:
“What has helped you to cope with
this experience?”
“Who, if anyone, do you talk to?”
“Where do you get support for going
through all this?”

“What seems to help you get
through the particularly
difficult periods?”

“Have you ever experienced anything
like this before in your life?”

“What has worked before when you
have experienced tremendous
stress?”

< Biological: Fatigue, insomnia, nightmares, hyperarousal,

somatic complaints, startle response.

e Psychosocial:  Alienation, social withdrawal, increased
stress within relationships, substance abuse,
vocational impairment.

Actually, teaching occurs throughout the process of debriefing.
Debriefers must assess what participants know and don’t know
and ensure that they have accurate information about stress reac-
tions and stress management strategies. Given time constraints,
not everything can be addressed and the debriefers will have to
decide what information is most relevant to the participants.

Educational topics addressed during debriefing may include:

A. Definition of traumatic stress

Quantitative and qualitative dimensions (DSM-IV criterion
A; sensory exposure; phenomenology of loss — loved ones,
property, perceived control, and meaning).

B. Common stress reactions

In addition to teaching about the reactions previously
listed, it is useful for survivors to learn about the phases of
disaster and childrens’ and older adults’ reactions.

“Fight-flight-freeze” response Describe how survivors may
become “wired” with physical energy: heart pounding, muscles
tensed up, breathing faster, sweating. Point out that it might feel
like either irritation and anger (the desire to “fight back”), fear
and worry (the desire to “flee” from danger), or so much fear that
it causes temporary immobilization (“freezing”). Explain that
each response has potential survival value. “Fighting back” can
mean taking actions to stop further harm from happening.
“Taking flight” can mean finding a safe place to “ride out the
storm.” “Freezing” can buy time to evaluate the situation and
plan an intelligent response. Inform participants that survivors
often feel guilty or ashamed for having reacted in these normal
ways, believing that they should somehow have been immune to
the body’s healthy response of getting “geared up” automatically
in the face of danger. In fact, it is the emotional shock of trauma —
the terror, grief, helplessness, horror, and confusion — that is the
real problem, not the normal reactions of fight, flight, or freezing.
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Helplessness Describe how thoughts and feelings of helplessness
are normal and realistic during trauma, but if the trauma survivor
does not find constructive ways to regain a meaningful sense of
positive control in life, helplessness can become either chronic
hopelessness and depression, or a style of over-controlling that
hurts and alienates other people (and the trauma survivor, too).
Assure participants that most people would prefer to believe they
are immune to trauma, yet trauma is a stunning emotional shock
to even healthy individuals.

Disillusionment Perhaps the greatest shock for many survivors is
realizing that life, and other people, can be horribly cruel and out
of control. Trauma often forces survivors to endure unspeakable
ugliness and tragedy. Trauma sometimes forces survivors to
make impossible choices that violate basic moral values and reli-
gious beliefs. Many survivors feel “dirty” or “empty” because
their trust in people, in God, and in themselves seems betrayed.

Participants may need to be reassured that feelings of horror are
an indication of compassion and conscience, not of weakness.
Feelings of vulnerability during and after trauma may be indica-
tion of good “reality testing” — a healthy, though very painful and
disturbing, recognition of the full extent of trauma’s emotional
shock. Stress, helplessness, and shock of trauma often lead to
reactions of grief, guilt, confusion, irritability, sleep problems,
and feelings of disorientation. Assure participants that such reac-
tions are best dealt with constructively — sometimes medically,
sometimes through counseling, and/Zor through personal and
family support.

C. Factors associated with adaptation to trauma

1. Degree of sensory exposure (severity, frequency, and
duration).

2. Perceived and actual safety of family members/signifi-
cant others.

3. Characteristics of recovery environment
(existence/access/utilization of social support).

4. Perceived level of preparedness.

5. Pre-disaster level of psychosocial functioning (coping
efforts).

6. Pre-disaster level of psychosocial stress (vulnera-
bility/resilience).

7. Interrelationships among factors of personal history,
developmental history, belief systems, and current and
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past stress reactions, including previous exposure to
trauma (war, assault, accidents).

D. Self-care and stress management

1. Relationship between behavior and stress (exercise,
eating habits, receiving and giving social support,
relaxation techniques).

2. Self-awareness of emotional experience and selected
self-disclosure.

3. Stress-related disorders (PTSD; other disorders which
may be exacerbated by stress).

4. Parenting guidelines (how to enhance coping of chil-
dren).

5. Disaster preparedness (how to be better prepared next
time).
6. When and where to seek professional help.

E. In sum, teaching throughout a debriefing is intended to
help participants gain a better understanding of their reac-
tions and the reactions of others (e.g., children, older
adults, co-workers), to anticipate the course of normal
recovery, to better understand useful stress management
strategies, and identify when and where to get additional
support.

Re-entry phase  The final phase of the debriefing is allotted to a discussion of
unfinished issues and reactions to the debriefing, along with a
summation of the debriefing, a reminder about confidentiality,
and a clarification of the referral process.

When possible, a follow-up debriefing should be scheduled to
take place within two weeks. The protocol for follow-up debrief-
ings is described on the following page.

Debriefers should remain available after the debriefing to allow
anyone in attendance to meet with the debriefers privately.

Note: Debriefings in the “real world” seldom proceed directly in the sequence of steps described. Nor should they. It is not
uncommon for participants to talk about feelings in the “fact” phase, or not be aware of a key “fact” until the group is well
into a later phase. Experienced debriefers balance re-orientation to the current focus with validation of the significance of
whatever the participant is sharing at that moment. Experienced debriefers also incorporate appropriate material from one
phase to another, for example commenting briefly on how participants’ reactions illustrate expectable stress responses.
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“Debriefing” Protocol for
Large Groups

Substance Abuse Prevention

Helpful questions:

“How have you coped with those
difficulties?”

“Have you noticed any particular
changes in your ways of coping
or your lifestyle?”

“Have you found yourself drinking
alcohol more often, or in a
different way, than before the
disaster?”

“Has this been a problem for you, or
have others told you they were
concerned?”

Occasionally, circumstances require meeting with a large (25-50)
number of survivors. Before committing to undertake debriefing a
large group, explore the possibility of dividing the group into
small groups by offering more debriefings. For example, if there
are 30 people, see if three debriefings can be held for groups of ten.
A modification of the process and content of the eight steps used
in formal debriefings is necessary when debriefing a large group.
The primary objectives of such meetings are to provide informa-
tion about common reactions to traumatic stress, useful stress
management strategies, signs that suggest individual help may be
beneficial, and where to get additional information or help. Even
though not everyone will be able to participate, encourage partici-
pation and interaction and relate educational material to their
experiences.

Post-traumatic stress syndrome is often accompanied by one or
more other psychiatric syndromes such as depression, panic, and
or substance abuse. A minority of survivors increase their use of
alcohol, illicit drugs, and medication following disaster exposure.
However, survivors who have persistent difficulty with post-trau-
matic stress symptoms or PTSD are at particular risk for problem-
atic use of alcohol or other drugs. Substance use can be a means of
attempting to:

= avoid bad memories
= relax in the face of distressing emotional and physical tension
= socialize despite feelings of isolation or insecurity

= enjoy activities despite feelings of emotional emptiness or
numbness

= sleep without nightmares or insomnia

Unfortunately, alcohol or drug use tend to exacerbate and prolong
post-traumatic stress symptoms (both for biological and psycho-
logical reasons) rather than providing genuine relief.

Disaster mental health workers may play a significant role in
helping prevent potential alcohol and drug problems by taking
the following steps:

1. Ask survivors about drinking and drug use habits as part of
assessment and helping activities. It is challenging to make
such inquiries in non-clinical settings, and your sensitivity to
survivors’ personal or cultural concerns about disclosing
substance use is important. For example, it is possible to ask
about substance use in response to a survivor’s statement
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Helpful questions (CAGE):

“Have you ever wanted to cut down
on consumption?” (C)

“Have other persons annoyed you
with comments about your
consumption?” (A)

“Have you felt guilty about the
effects on your life?” (G)

“Have you needed a drink/hit/etc. as
an eye-opener after drinking/using
the day before?” (E)

that she or he has felt extremely tense or had difficulty
sleeping or enjoying being with people.

. Educate survivors about the risks of increasing substance

use as a “self-medication” strategy following disaster expo-
sure. Distinguish this from alcoholism or addiction, but alert
survivors to the risk for developing a habit that can lead to
longer-term problems. Many survivors recognize thoughts
or urges to drink alcohol or use substances as a way to “take
the edge off,” to “let down and take a break,” or to “knock
me out so | can get some sleep.” It can be helpful to
empathize with the desire to reduce tension and relax, while
also discussing that even strategic use of alcohol or sub-
stances often tends to have the opposite effect of increasing
physical and emotional tension (e.g., increasingly sleepless-
ness or reducing the restorative value of sleep; increasing
irritability). Survivors often appreciate the distinction
between a temporary need to be careful about substance use
during the stressful wake of a disaster versus a chronic
problem with alcoholism or addiction.

. Recommend that survivors adhere to physician-determined

levels of prescribed medications and abstain from or limit
alcohol use (i.e., 1-2 drink per-day maximum, no drinking on
a daily basis, and frequent non-drinking periods). It is
helpful to remind survivors that caution about substance use
is one of several ways to be as alert and effective as possible
during the recovery period after disaster.

. Assess survivors' past and current alcohol, drug, and med-

ication use more thoroughly if quantity, frequency, or timing
of consumption suggest a potential abuse. Screen such indi-
viduals with instruments such as the CAGE (Liskow et al.,
1995).

Individuals who endorse two or more of the CAGE items are
at risk for alcohol or substance use problems. Neither the
CAGE nor any other brief substance use screen is an infal-
lible predictor of clinically problematic substance use, so it is
important not to assume that endorsement of the screen
items indicates an immediate or critical substance use dis-
order. Instead, a first step is to informally and privately dis-
cuss with the survivor the circumstances surrounding the
incidents that led her or him to endorse the screen items.
(e.g., “You noted that people have annoyed you with comments
about your consumption of alcohol or other substances. What
actually happened in those conversations, and what was it that
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annoyed you? ... Did something someone else said cause you to
worry that you might have a problem with using [substance(s)]?

Have you found that your consumption is different, in the
amounts or the ways you are drinking/using, than what’s usual for
you? Do you think this may have something to do with feeling
stressed? ... Let’s look at what might relieve some of this acute
stress (which is absolutely normal but can be very difficult)
without changing the way you use substances.”)

Ask the survivor if she or he would like any additional infor-
mation or support in dealing with stress and with changes in
substance use since the disaster and provide the survivor
with contacts to self-help (e.g., 12-step, Rational Recovery)
and professional (e.g., local substance use counseling pro-
grams or practitioners) resources if she or he requests these
or if she or he describes a longstanding or severe problem
with substance use.

Chronic substance use problems, including subthreshold
problems that have not been detected or deemed sufficient to
warrant treatment, are often exacerbated to a level in need of
clinical care after a disaster. Hence, the recovery period after
disaster can be an important opportunity to address critical
health problems as a result of years of “hidden” or “silent”
substance abuse. Starting substance use treatment is in itself
stressful, so it is important not to press the survivor to imme-
diately undertake treatment—recommending treatment
tends to elicit a negative response under the best of circum-
stances, let alone when the individual is stressed by a recent
disaster. Instead, your role is to provide the survivor with a
professional appraisal (that substance use appears to have
had problematic consequences) and nonjudgmental guid-
ance (that self-help and professional resources are available
when the survivor feels ready and able to utilize them, and
that this can contribute to recovering from the stress of dis-
aster).
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Teaching Relaxation
Techniques

Who is willing to relax when there is a disaster to deal with? The
inordinate demands upon survivors often result in resistance to
any form of relaxation. Survivors often feel a need to stay alert
and on guard in order to cope with the continuing stressful cir-
cumstances. They may fear that “slowing down” will evoke dis-
tressing memories and feelings that they understandably want to
avoid (e.g., “I’'m keeping busy and keeping my mind busy so |
don’t dwell on the awful pictures that keep popping into my
mind”).

Nonetheless, it is essential that survivors, families, rescue and
support workers, and disaster mental health personnel find ways
to take breaks from the many tasks at hand and use brief relax-
ation techniques to make the most of their brief opportunities to
refresh themselves physically and emotionally. Clinicians can
provide survivors with a practical orientation that (a) conveys
empathy for their reluctance to relax (e.g., “It’s very tough to let
down your guard after a disaster, it’s been such a shock and there’s so
much to do just to keep a semblance of normal life going. The body and
mind often take several days or even weeks before the shock wears off.
And since no one can control what happens in a disaster, we all want to
do everything we possibly can do now that it’s possible to recover and
rebuild our lives.”), and (b) describes relaxation as a method of
enhancing alertness, energy, and clarity of decision-making (e.g.,
“In order to be as effective as possible in the recovery period, your mind
and body need ways to re-charge on a regular basis. Relaxation is as
important as good nutrition or sleep, and relaxation actually can be the
best way to help your body make use of nutritious foods and get real
sleep.”)

A powerful way to demonstrate the benefits of relaxation is to pro-
vide a brief sample to the survivor. This can be done in a matter of
just a few minutes. As a disaster mental health worker, you must
be prepared to quickly present the rationale for relaxation,
address resistance to it, and teach practical relaxation methods in
environments that may be noisy and chaotic. Whenever possible,
however, find as quiet a place and as uninterrupted a time as pos-
sible, because noise and interruptions trigger startle responses
and hyperarousal that can make relaxation seem impossible or
unhelpful.
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We recommend the following guidelines for teaching relaxation
techniques to survivors:

1. Inquire about sleeping patterns and level of fatigue. De-
temine how tension and recurrent distressing thoughts or
feelings interfere with sleep and feeling rested.

2. Inquire about previous and current coping methods. Inquire
about nutrition, sleep, exercise, recreation, enjoyable activi-
ties, time with family and friends, and any other sources of
emotional and physical re-charging that have been helpful in
the past. Take note of common sense remedies the survivor
has found helpful for managing stress.

3. Assess concerns about relaxing and using relaxation methods.
Do not attempt to argue against these concerns, but instead
help the survivor clarify them in terms of (a) the belief that it
is impossible to relax due to intense continuing stress, (b) a
fear that letting down and relaxing will compromise the
ability to cope effectively, (c) a fear of being overwhelmed by
intrusive memories or emotions, (d) bad past experiences
with relaxation or related (e.g., hypnosis) techniques. The
first two components can be addressed in an empathic and
validating rationale for relaxation (see above).

Fear of overwhelming intrusive re-experiencing should be
carefully assessed, to determine if the survivor may be in
need of more intensive counseling. These fears often are
understated initially, as a function of avoidant coping and
emotional numbing (e.g., “I just don’t feel comfortable letting
down my guard. | start to feel depressed or anxious and that
bothers me. It’s no big deal, I just keep myself going and those feel-
ings don’t build up”). It is not advisable to teach relaxation
methods that involve the potential for trance-like dissocia-
tion (e.g., guided imagery, autogenics) with survivors for
whom intrusive re-experiencing is problematic. Instead,
more present-focused and concrete methods (e.g., the brief
relaxation response; brief breathing exercises; progressive
muscle relaxation) are recommended, in order to enhance
the survivor’s sense of control while also increasing physical
relaxation.

Negative past experiences with relaxation or related tech-
niques should be taken seriously. First, this may be an indi-
cation of psychological or psychiatric problems that should
be addressed separately from advice or assistance con-
cerning relaxation. For example, individuals with bipolar
disorder may find that systematic relaxation seems to trigger
or intensify either manic or depressive distress, and it is the
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disorder and not relaxation per se that requires clinical atten-
tion. Second, negative experiences due to having been
taught ineffective or poorly selected relaxation techniques
must be countered by the selection of methods that are better
suited to this particular individual. No relaxation method is
100% effective for all persons, so matching the approach to
the individual is essential—and information about past
experiences can guide the clinician in selecting approaches
that are better suited to that particular survivor.

4. Provide rationale for relaxation (i.e., enhancing alertness,
energy, and clarity of decision-making).

5. Begin instruction and demonstration of techniques (e.g.,
muscle relaxation, conscious breathing, autogenics, visual-
ization, etc.). Remember, the circumstances and/or settings
that you will be teaching in are, more often than not, far from
ideal. You may have as few as five and usually no more than
fifteen minutes to demonstrate the value of relaxation. The
challenge is to efficiently facilitate the experience of relax-
ation in the midst of a chaotic environment. When possible,
take the survivor aside to a relatively quiet and more private
place than typically found in the midst of most relief centers
or shelters (e.g., a brief walk outside; a corner somewhat
removed from the middle of a busy relief center).

6. When possible, have handouts available that describe the
techniques for the survivor to take and refer to when using
the relaxation methods in the future.

Sample script to use with survivor

“It’s been non-stop for you since the ( disaster) and it sounds like
you’re more tired than you’ve been in a long time. There’s much you
have to do to get things straightened out. Given all these demands and
changes, it’s vital that you find ways to get breaks from all this, even if
it’s just for 5 or 10 minutes a day. Are you able to get this kind of
break? ... What do you do to relax when you do take a break? What have
you found that helps you to slow things down and recharge yourself? ...
Have you ever found a down-to-earth method like taking a few slow deep
breaths to be helpful? ... What about closing your eyes and thinking
about a quiet peaceful place or activity? ... Have you had any frustrating
or negative experiences trying to relax or using relaxation methods? ...
Would you like to try a brief relaxation technique that you can use on
your own?”
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Helping Establish Survivor
Self-Help Groups

One of the ways in which survivors may reestablish their sense of
control is through the formation and action of self-help groups.
These groups serve to direct the energy of survivors toward pro-
viding mutual support, addressing practical post-disaster prob-
lems, and developing action plans regarding common concerns.
Therefore, an efficient use of disaster mental health resources is to
facilitate the operations of self-help groups. Schools, religious
organizations, counseling and mental health centers, senior cen-
ters, women’s centers, parent-child centers, hospitals, and neigh-
borhood organizations often have ongoing support groups or
establish new groups specifically for disaster survivors.

To support self-help group establishment and operation, disaster
mental health workers can:

= Contact newly developed self-help groups and offer support
services

= Provide consultation to groups

= Provide specialty knowledge (e.g., stress management)
= Help with access to resources

= Help publicize groups

< Help groups network

= Accept referrals for more intensive assessment or counseling
of group participants for whom group participation is not
sufficient or appropriate

Self-help groups can serve to:

= Provide emotional support, validation, and enhanced sense
of community

Facilitate information sharing

Provide opportunities for participants to help others

Provide enhanced sense of personal control

Increase political power

Disaster mental health workers should take care to:

= Respect group autonomy and avoid taking the leadership
role

= Refer to the group as a self-help group, or other member gen-
erated name, and avoid labeling it as “a mental health
group.”
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When to Make Mental
Health Referrals

As noted in the preceding pages, there are a variety of factors
which place trauma survivors at risk for development of contin-
uing emotional problems. However, referral for mental health ser-
vices is inappropriate for many individuals who may appear to be
at risk, because many of them will not go on to develop PTSD or
other problems.

Referral is, however, clearly indicated for some persons. The
American Red Cross has listed a variety of circumstances in which
the disaster mental health worker should refer a survivor to local
mental health professionals for specialized evaluation and care
(Disaster Mental Health Services | Participant’s Workbook, American Red
Cross, 1995, p. 21). According to ARC guidelines, immediate referral
for community treatment should be considered when a disaster
survivor demonstrates:

= Significant disturbance of memory

= |nability to perform necessary everyday functions

= An inability to care for one’s personal needs

= Inability to begin cleanup or apply for necessary assistance

= |nability to make simple decisions

= Preoccupation with a single thought

= Repetition of ritualistic acts

= Abuse (rather than “misuse”) of alcohol or drugs

= Talk that “overflows” — shows extreme pressure of speech

= Suicidal or homicidal talk or actions

= Psychotic symptoms

= Excessively “flat” emotions, inability to be aroused to action,
and serious withdrawal

= Frequent and disturbing occurrence of flashbacks, excessive
nightmares, and excessive crying

= Regression to an earlier stage of development
= Inappropriate anger and/or abuse of others
= Episodes of dissociation

= Inappropriate reaction to triggering events

Finally, medical referral will be to address life-threatening medical
conditions.
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Pharmacotherapy Following
Disaster?

Diagnostic Assessment and
Management

There are several matters to address when considering pharma-
cotherapy for survivors of recent disasters who present clinically
as acute psychiatric emergencies.

A natural or technological disaster may precipitate abrupt
changes in mood or behavior that demand clinical attention.
Mental health services following a disaster are generally directed
toward normal people, responding normally, to very abnormal
situations. However, abnormal reactions are neither diagnostic of
an underlying psychiatric disorder nor indications of the need for
pharmacotherapy. Therefore, the clinician assessing such indi-
viduals should assume, until proven otherwise, that the patient
does not suffer from a major psychiatric disorder and that symp-
toms associated with increased psychological and physiological
arousal will resolve without medication within a reasonable
amount of time. It is recommended that survivors receive psy-
choeducational information about common stress reactions and
stress management strategies as well as individual or group
debriefing as soon as possible. This is particularly true when a)
the trauma of the disaster is marked by ongoing danger or intense
sensory reminders (e.g., earthquake aftershocks, a series of
storms, ongoing inter-racial tension following race riots), b) the
trauma of the disaster has been compounded by a rescue or evac-
uation process marked by chaos and disorganization; c) the
patient has suffered a physical injury; d) the patient does not have
an adequate social support network, or social support has been
severely compromised by disaster fatalities and injuries, and e)
the patient appears numb and unresponsive and fails to exhibit
the normal signs of distress.

Consider debriefing as a diagnostic screening process, through
which one can identify those individuals who will require more
intensive and prolonged clinical attention. Pharmacotherapy
should only be considered after there is good evidence that stan-
dard debriefing approaches are ineffective. At this point, diag-
nosis must be considered carefully. Although it is certainly pos-
sible that the patient is suffering from an acute post-traumatic
stress (PTS) syndrome, other alternatives must be ruled out before
reaching this conclusion.

4 Friedman, M.J. Many of the suggestions in this section are based on an
article previously written (see, Friedman, Charney & Southwick, 1993).
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Patients in their late teens or early twenties are at an age when
people with schizophrenia, mania, depression, or panic disorder
exhibit their first clinically significant episode of illness. In that
regard, clinicians must consider the possibility that the disaster
has accelerated the onset of a psychiatric illness that would have
declared itself sooner or later.

Organic conditions must also be considered, especially among
patients who have suffered a head injury, lost consciousness, or
experienced fluctuations in their mental state following the dis-
aster. In that regard, the clinician must rule out a delirium, sub-
dural hematoma, seizure disorder, sleep deprivation, or some
other neurological problem.

Finally, one must rule out an alcohol or drug related problem such
as intoxication or a withdrawal syndrome. People who use
alcohol or drugs to cope with ordinary stressors are very likely to
utilize them during a disaster as long as their supplies hold out.
These same people are at risk to develop a clinically significant
withdrawal syndrome, if the disaster has suddenly made their
alcohol or drugs unavailable.

If the patient has not responded to debriefing, psychoeducational
information, or stress-management strategies, and does not
appear to exhibit a non-PTS psychiatric, neurological, or
alcohol/drug-related psychological abnormality, it is time to con-
sider that s/he is experiencing either acute PTS or a severe exac-
erbation of chronic PTSD. Even under such conditions, it is best
to withhold all medications for the first 48 hours, when possible.
Such a drug-free interval will provide an opportunity for the
patient to respond to the structure and safety of a clinical milieu, a
shelter, or some other safe environment, catch up on lost sleep if
needed, and achieve psychological stability.

There are important exceptions to this guideline. Rapid initia-
tion of pharmacotherapy is indicated for patients who present
serious management problems, who are a danger to themselves or
others, and who are extremely agitated, psychotic, noncompliant,
or disruptive. Ashort acting anti-anxiety agent such as the benzo-
diazepine lorazepam (Ativan) is the treatment choice under these
conditions. Unlike diazepam (Valium) lorazepam can be adminis-
tered intramuscularly and has a rapid onset of action. Generally,
patients who fail to respond to lorazepam are psychotic rather
than extremely anxious and require aggressive treatment with an
antipsychotic drug such as haloperidol (Haldol) which can be
administered orally, intramuscularly, or intravenously.
Haloperidol is a better choice than many other antipsychotic
drugs because it has few orthostatic or anticholinergic side effects.
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Pharmacotherapy Treatment of
Post-Traumatic Stress
Syndromes

It must be emphasized that there are no published controlled trials
on pharmacotherapy for acute post-traumatic stress. In fact, there
are only two clinical articles in print, both concerning pharma-
cotherapy for acute psychiatric emergencies among military per-
sonnel (Ritchie, 1994; Friedman, Charney, and Southwick, 1993).
Major differences between military personnel in a war zone and
civilians following a disaster are that military personnel are more
likely to be healthy young adults who have been prepared for
traumatic situations. Military personnel are less likely to have
chronic medical or psychiatric conditions and much less likely to
be taking any kind of medication on a regular basis. Therefore, a
civilian post-disaster population represents a much more diverse
set of problems. Special issues such as pediatric, geriatric, and
chronic medical concerns are beyond the scope of this section, but
demand particular attention. The treatment guidelines for PTSD,
presented below, will not address these special issues but they
should be kept in mind. In general, starting doses should be much
lower and titration of dosage should be done slowly and cau-
tiously with youngsters, oldsters, and people with chronic med-
ical illnesses who are taking medication on a regular basis.

There has been remarkable progress in our understanding of the
neurobiological basis of acute stress and chronic PTSD (Friedman,
Charney, and Deutch, 1995). Among the neurobiological abnor-
malities detected thus far, the most well established involve the
adrenergic nervous system, the hypothalamic-pituitary-adreno-
cortical (HPA) axis and probably the serotonergic and endogenous
opioid systems. Given the lack of controlled trials mentioned ear-
lier, the following recommendations are extrapolated from the
latest information on pharmacotherapy for PTSD (Friedman,
1996).

Several theorists have suggested that there are two different types
of acute war zone-related traumatic stress (Catherall, 1989; Keane,
1989; Rahe, 1988; Solomon et al., 1987) and a similar nosology for
traumatic reactivation stress among disaster victims (Hiley-
Young, 1992). The first is a dramatic hyperarousal state marked
by anxiety, agitation, irritability, panic, phobic avoidance, startle
reactions, and occasionally fearfulness or even paranoid excite-
ment. The dominant neurobiological abnormality under such
conditions is dysregulation of the adrenergic nervous system.
Conventional wisdom based on military psychiatric experience
would suggest treatment with a benzodiazepine anxiolytic such
as lorazepam (Ritchie, 1994; Stokes, 1990). Should such treatment
be sustained for a period of days or weeks, clonazepam is the best
benzodiazepine to use because it has a longer half-life, does not
produce the rebound anxiety of shorter acting drugs, and has a
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much lower abuse potential than other benzodiazepines
(Friedman, Charney, & Southwick, 1993).

Rather than benzodiazepine treatment, the alpha-2 adrenergic
agonist clonidine offers a number of advantages. First of all, it
will directly antagonize the PTSD hyperarousal state by reducing
excessive adrenergic activity through a direct action on adrenergic
neurons in the brain. In addition, clonidine acts rapidly and has
no abuse potential. There are theoretical reasons to speculate that
clonidine, through its direct dampening effect on the acute stress
response, might reduce the subsequent risk of developing PTSD,
but there is no data to support this conjecture at this time.
Clonidine should not be administered to patients with cardiovas-
cular problems or to patients with low blood pressure due to pre-
disaster illness or post-disaster injury. Another drug that might be
useful to reduce the excessive adrenergic activity associated with
the PTSD hyperarousal state is the beta-adrenergic antagonist,
propranolol. It has the same advantages and disadvantages as
clonidine but may not be as effective.

The second type of acute post-traumatic reaction described by
Catherall (1989), Keane (1989), Rahe (1988), and Solomon et al.
(1987) is characterized by withdrawal, dysphoria, PTSD-like
avoidant/numbing symptoms, impacted grief and social isola-
tion. This type of acute reaction is thought to have a more serious
prognosis than the hyperarousal state because it is more likely to
progress to full-fledged PTSD. Given the prominence of
avoidant/numbing symptoms in this clinical presentation, the
best drug to choose is a selective serotonin reuptake inhibitor
(SSRI) such as fluoxetine (Prozac) or sertraline (Zoloft). Of all
drugs tested in PTSD thus far, only the SSRIs appear to have effi-
cacy against the avoidant/numbing symptoms of PTSD. These
drugs have other advantages as well since they are potent antide-
pressants and antipanic agents (Friedman, 1996). There is even
preliminary evidence that these drugs will reduce the alcohol
abuse and dependence that is often associated with PTSD (Brady,
1995). A major disadvantage of SSRIs in a post-disaster situation
is that they do not act quickly and may require several weeks to
exert their clinical effects.

Lack of rapid onset